Objectives: In a rapidly aging world population, an increasingly large group faces age-related decline in cognitive functioning. Cognitive complaints of older adults are often related to worries and concerns associated with age-related functional decline. Mindfulness-Based Stress Reduction (MBSR) can successfully target stress, worry and ruminative thinking, but the applicability of this method in middle-aged and older adults with memory complaints is unclear. Method: Patients of a university hospital memory clinic (n = 13), aged 45-85 years, with memory complaints but no diagnosis of cognitive disorder, participated in a standard 8-week MBSR program, consisting of weekly group meetings and a one-day silent retreat. After completion, semi-structured qualitative interviews were conducted. Questionnaires (administered before, one week after and five weeks after the intervention) assessed quality of life, psychological distress (stress, anxiety and depressive symptoms), mindfulness, self-compassion, and subjective memory functioning. Neurocognitive functioning was assessed online, before and after the intervention. Results: The qualitative analysis showed positive effects of the training (e.g. increased serenity), many participants worrying less about memory complaints. The self-reported measures were in line with the results of the qualitative analysis. Conclusion: This exploratory mixed-methods study suggests that MBSR is feasible and well received among older individuals with cognitive complaints.
Introduction
As the world population ages, an increasingly large group faces age-related cognitive decline and reduced quality of life. This presents both human and economic challenges. Cognitive complaints in older individuals are often related to worries and concerns associated with age-related decline (Mol, Ruiter, Verhey, Dijkstra, & Jolles, 2008; Mol, Van Boxtel, Willems, Verhey, & Jolles, 2009) . Several cognitive interventions have been developed, however with limited success (Reijnders, van Heugten, & van Boxtel, 2013) . Rather than cognitive training, meditation interventions may be promising. Mindfulness-Based Stress Reduction (MBSR) can successfully target stress, worry and ruminative thinking (Chiesa & Serretti, 2009; Gu, Strauss, Bond, & Cavanagh, 2015) ; however, the feasibility in older individuals with memory complaints is unclear.
There is preliminary evidence that stress affects the biological aging process and that mindfulness-based interventions (MBI) may influence metabolic stress and cellular aging (Epel, Daubenmier, Moskowitz, Folkman, & Blackburn, 2009) . Mindful meditation may influence brain structure and function (Tang, H€ olzel, & Posner, 2015) , and a systematic review suggested that meditation can offset age-related decline (Gard, H€ olzel, & Lazar, 2014) . A few studies have started to investigate the feasibility and effects of MBSR in older individuals. However, most studies include healthy adults (Mallya & Fiocco, 2015; Moynihan et al., 2013) . A recent review reported that it is unclear whether MBI can influence cognitive functioning in older adults, because of the limited amount of methodologically sound studies (Berk, van Boxtel, & van Os, 2016) . One randomized controlled trial reported improved stress, mood, well-being, sleep and quality of life in adults with subjective cognitive decline, which was sustained at 6 months follow-up (Innes, Selfe, Khalsa, & Kandati, 2016) . However, the meditation program (Kirtan Kriya Meditation) differs from the MBSR in content, length and amount of daily practice. A few studies have focused on MBSR with participants with subjective memory complaints. Recently, one study reported cognitive and psychosocial benefits in older adults with subjective memory complaints (Lenze et al., 2014) . Another study randomized participants with subjective memory complaints to an MBSR program or psychoeduction (Smart, Segalowitz, Mulligan, Koudys, & Gawryluk, 2016) . Both groups showed reduction in cognitive complaints and depression, and only the MBSR group showed memory self-efficacy. Although these were small studies (n = 34 and n = 38), the focus was on quantitative results.
In order to develop more insight into whether the standard MBSR is suitable for older individuals with cognitive complaints, a complementary qualitative approach may reveal which aspects of the training program could be adjusted to better meet the needs of this specific population. Qualitative studies to analyze the experiences of the participants on MBI have been conducted with a variety of other populations, such as participants with breast cancer (Hoffman, Ersser, & Hopkinson, 2012) , depression (Mason & Hargreaves, 2001) ,
and Parkinson's disease (Fitzpatrick, Simpson, & Smith, 2010) . Themes that emerge are often related to the pillars of mindfulness such as coping with stress and accepting things as they are. Moreover, the support of the group is often mentioned as a positive experience. The primary goal of the present study was to determine the feasibility and acceptability of an 8-week MBSR program in middle-aged and older adults with cognitive complaints, including a qualitative assessment of the experiences with the intervention. The secondary objective was to conduct hypothesis-generating analyses on cognitive and psychological indicators of sensitivity to the MBSR program. Outcomes focused on quality of life, psychological distress (stress, anxiety and depressive symptoms), mindfulness, self-compassion, and subjective memory functioning.
Methods

Participants
Health professionals at the Maastricht University Medical Centre memory clinic referred patients who experienced subjective memory complaints but who were not diagnosed with cognitive impairment (including mild cognitive impairment) after a standard clinical workup (see Aalten et al., 2014 for details) . Subjective memory complaints were ascertained during intake.
Other eligibility criteria included being interested in the program, able to communicate in Dutch, able to attend at least seven out of eight meetings, agree to make homework assignments and having access to a personal computer at home. Also, people who took medication that could interfere with the treatment were excluded from participation. All study procedures were reviewed and approved by the Ethics Review Committee of the Maastricht University Medical Center and all participants gave written informed consent. The study was registered in the Dutch Trial Register database (#NTR4749).
Study design
A mixed method qualitative-quantitative design was used in order to gain in-depth knowledge about the experiences and effects of MBSR in older people with cognitive complaints. Qualitative data were collected through a semi-structured interview after the training and quantitative data were gathered with questionnaires. The qualitative data explored the experience of the training in a thorough way in order to uncover areas to be explored in future studies; the quantitative data provided preliminary insight on the effects of the MBSR.
Participants completed an online cognitive test battery before and after the MBSR course. Self-report questionnaires were also administered before and after the MBSR and also included a follow-up, five weeks after the course ended. The semi-structured interview was conducted one to two weeks after the intervention. Figure 1 shows the study timeline.
Intervention
The MBSR program was based on the program developed by Jon Kabat-Zinn (1990) . The intervention consisted of eight weekly 2.5-hour sessions and a 6-hour silent retreat on a separate day in week six. Participants were expected to engage in homework activities (45-60 min) on at least 6 of 7 weekdays. Background information about the content of training sessions and forms for the homework assignments were handed out each week. The training aimed to cultivate mindfulness, an attentional quality that supports the participant to welcome all experiences that arise in the moment, with a mild and friendly curiosity and letting go of tendencies to judge the experience. In the sessions, participants engaged in formal group exercises to cultivate mindfulness (sitting meditation, body scan, and mild hatha yoga) and exchanged experiences about what the exercises brought about. The MBSR groups were conducted by a certified MBSR trainer (MvB) who had formal training and maintains an ongoing personal practice. 
Measures
Feasibility and acceptability
Feasibility was indexed through attendance and completion rate. Furthermore, the amount of daily practice was reported. Acceptability was measured through the qualitative data of the semi-structured interview, in which participants reported experiences with the program and provided feedback. Moreover, the uptake rate (i.e. ratio screened/enrolled participants) and reasons for refusal to participate were recorded (Thabane et al., 2010) .
Quantitative data collectionpsychosocial measures
The questionnaires were administered immediately before (baseline), as well as 1 week and 5 weeks after the MBSR course (follow-up 1 and 2, respectively). The questionnaires provided an overview of quality of life, mental health, levels of mindfulness, self-compassion and subjective memory functioning of participants.
Mindfulness
The Five Facet Mindfulness Questionnaire-Short Form (FFMQ-SF) was used to assess dispositional mindfulness (Bohlmeijer, ten Klooster, Fledderus, Veehof, & Baer, 2011) . This 24-item questionnaire, based on the original 39-item FFMQ (Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006) , measures five components of mindfulness: observing (noticing or attending to sensory experiences), describing (describing emotions and feelings), acting with awareness (attending to one's activities in the present moment), being non-judgmental (taking a nonevaluative attitude toward one's thoughts and feelings), and being non-reactive (allowing thoughts and feelings to come and go). The FFMQ-SF was shown to be reliable and valid in Dutch samples, Cronbach's a ranging from 0.69 to 0.90 Veehof, ten Klooster, Taal, Westerhof, & Bohlmeijer, 2011) .
Self-compassion scale-short form (SCS-SF)
This is a short form of the self-compassion questionnaire that measures three components of self-compassion: self-kindness versus self-judgment, common humanity versus isolation, and mindfulness versus over-identification (Neff, 2003) . Participants were asked to mark how often they experienced these states on a five-point Likert scale. Examples of these states are: 'When I feel bad, I think that most other people are happier than I am,' and 'I try to see failures as a common part of life.' Only the total score of the short form is used, since the subscale forms are less reliable with the short form (Raes, Pommier, Neff, & Van Gucht, 2011) .
Quality of life
Health-related quality of life was measured using the EuroQol, in which the participants could select a number on a scale between 0 (= worst imaginable health condition) and 100 (= best imaginable health condition) to rate their health condition at that moment (EuroQol Group, 1990) .
Psychological distress
The 21-item Depression Anxiety Stress Scales (DASS-21) was used to measure psychological distress (Henry & Crawford, 2005) . This questionnaire is a short form of the 42-item selfreport measure (Lovibond & Lovibond, 1995) . Internal consistency of the DASS-21 is acceptable for all three scales with Cronbach's a ranging from 0.82 to 0.90 (Henry & Crawford, 2005) .
Subjective memory functioning
Subjective memory functioning was assessed with four subscales of the Dutch version of the Metamemory in Adulthood Questionnaire (MIA; Ponds & Jolles, 1996) . Metamemory is a term used to describe one's self-knowledge and self-belief about one's own memory functioning. The subscale Change indicates perceived change in memory functioning (e.g. 'The older I get the harder it is to remember things clearly'). The Capacity subscale indexes perceived memory capacity (e.g. 'I am good at remembering names'). The Anxiety subscale measures the degree of feelings of anxiety and stress in relation to memory functioning (e.g. 'I do not get flustered when I am put on the spot to remember new things'). The three scales (Change, Capacity, Anxiety) are combined into a measure of Memory Self-Efficacy (MSE) and is associated with future memory performance in older adults (Hertzog, Hultsch, & Dixon, 1989; Valentijn et al., 2006) . The locus of control subscale indicates perceived sense of control over memory (e.g. 'Even if I work on it, my memory ability will go downhill').
Quantitative data collectionneuropsychological assessment
Neuropsychological tests were administered online before and after the MBSR program. There was no assessment at follow-up, since these two test moments provided all the information necessary for a proof of concept. Participants received instructions to ensure that they would not be disturbed during the assessment. The online test battery was developed and implemented by NeuroTask BV (www.neurotask.com). Three measures were used to assess verbal memory, executive function and information processing speed. For the postmeasurement, a parallel version of the verbal learning test was used. After the assessment, participants were able to write comments in a text box. The prototypical versions of the employed tests are described below.
Verbal memory
Verbal memory was assessed with the Verbal Learning Test (Van der Elst, Van Boxtel, Van Breukelen, & Jolles, 2005) . Fifteen monosyllabic words were presented on participants' computer screens over five consecutive trials. After each trial, the participant had to write down as many of the 15 words they remembered (immediate recall). The 15 words were presented in identical order across all trials. After an approximate 20-min delay, there was another recall trial (delayed recall). This was followed by a recognition trial in which the participants had to select the 15 words out of a list of 30. The total number of correctly reproduced words at the delayed recall task was used for the memory score in the present study.
Executive function
Trail Making Tests A and B (TMT; Reitan & Wolfson, 1993) were used to assess cognitive speed, visuomotor tracking and cognitive flexibility. TMT-A requires participants to connect circled numbers by clicking on them in consecutive order. TMT-B requires participants to alternate between letters and numbers in sequential order (i.e. 1-A-2-B-3-C, etc.). The outcome is the amount of time to complete. We also include the B/A ratio as an outcome measure to compare with other research (Moynihan et al., 2013) .
Information processing speed
An adapted version of the Symbol Digit Modalities Test (SDMT) was used to measure information processing speed (Smith, 1982) . A key was presented to the participants in which the digits 1-9 were each paired to a different symbol. This key was visible during the whole test period, lasting 90 s, in which the participants had to replace the randomized symbols with the matching digit as quickly as possible. The score is calculated by totaling the number of correct answers.
Qualitative data collection
The semi-structured interviews, conducted by a trained research assistant (Rafke Hotterbeekx), were recorded and transcribed verbatim. The research assistant was familiar with the content of the training and research literature, but was not a mindfulness trainer. The interview style was informal and inviting. Table 1 shows the questions for the interview, which were based on other studies and consultation with experienced researchers (Finucane & Mercer, 2006) . Ten interviews were done in person and two were done by telephone. One participant was not interviewed because she could not be contacted. The aim was to analyze the content of these semi-structured interviews using thematic analysis (Braun & Clarke, 2006) . The research assistant (Rafke Hotterbeekx) and a researcher (Lotte Berk) coded the transcripts independently, using the qualitative software package ATLAS.ti (Scientific Software Development GmbH, Berlin). From the codes, categories were identified independently and then discussed to reach consensus. This consensus process was verified by a third researcher (Martin van Boxtel). This process was repeated for the identification of themes, until consensus was reached.
Data analysis
The descriptive statistics of the questionnaires and neuropsychological assessment was calculated with SPSS 22.0 (IBM Corporation, Armonk, NY). Paired t-tests were performed to examine the difference between scores at baseline, directly after and 5 weeks after the MBSR training. Moreover, effect sizes are reported to inform future researchers for a-priori power analyses and meta-analyses.
Results
A total of 30 people were screened and interviewed by the trainer. In the process, 17 participants were excluded. The most common reason for exclusion was being unable or unwilling to invest the time required (n = 9). Other reasons included planned medical procedures (n = 2), use of antidepressants (n = 2), no interest after reading information about the training (n = 3), and the partner objecting to participation (n = 1). Two groups were started, six months apart (the first in March, the second in October 2015). The second group was deemed necessary to ensure data saturation in the qualitative study (Fusch & Ness, 2015) . Group one had seven participants, group two had six participants. The mean age of all the participants was 59 years (range: 45-85). The average years of education was 13.2 years (SD: 2.2) and 6 out of 13 were female.
Feasibility and acceptability
Almost a third of the screened participants (30%) refused to participate in the study, mostly due to the time investment. The MBSR is a time-intensive program, and thus difficult for participants, in particular with this study's limited options (two start dates). All 13 participants who started the course finished it with completing an average of 91% of all sessions (range: 4-9 sessions). Participants reported an average of 44.4 min a day of home practice (SD = 14.6) during the 8week MBSR program.
Quantitative data resultspsychosocial measures Table 2 shows the mean scores and standard deviations for each of the questionnaires at baseline, follow-up 1 and follow-up 2. Effect sizes are reported between baseline and follow-up 1 and baseline and follow-up 2. After the MBSR training (follow-up 1), the mean scores of depressive symptoms decreased and quality of life increased, although these changes were not significant. No significant changes were found for scores on stress and depressive symptoms, mindfulness, self-compassion and subjective memory. Five weeks after the MBSR training (follow-up 2), compared to baseline, the mean scores of all the mindfulness subscales and total score increased, with a significant change for the non-judgment and non-reactivity subscales. Although mean scores for self-compassion and quality of life increased, and stress and depressive symptoms decreased, these changes were not significant. Furthermore, no significant changes at follow-up 2 were found for anxiety symptoms and subjective memory.
Quantitative data resultsneuropsychological assessment Table 3 shows the neuropsychological assessment pre-and post-intervention. All participants (n = 13) completed the preintervention assessment. The post-intervention assessment was not completed by two subjects. Furthermore, one outlier was identified and not included in the overview (Table 3) , as there were indications that the assessment was not performed in a single session and furthermore was not carried out correctly. It is likely that this person would have benefitted from extra instructions or supervision during the assessment. All mean scores improved after the MBSR training, with a significant increase for verbal memory.
Qualitative data
From 30 categories, five themes were identified (Table 4 ). Each theme is described below.
Motivation and expectations
Many participants held neutral expectations for participating in this course or showed uncertainty.
There is no harm in trying For most participants, the main motivation was that it had been suggested by the health professional at the memory clinic. A few participants hoped to learn either to deal with memory complaints or even improve their memory. Besides memory complaints, two of the participants also mentioned that they felt very busy and thought that the training would be beneficial. I'm always running and working. My mind is always busy.
A few participants had heard positive things about mindfulness and mentioned this as a motivation to participate.
People around me who had done mindfulness exercises recommended them. When I heard I could participate in this study, I thought to myself: 'This is your chance!'
Group process
Most participants were positive about the training being a group training. Most had worked in groups at work. Participants mentioned that the group was friendly and provided a safe environment. They recognized themselves in stories of others and felt supported by the group.
It was a pleasant experience and it was useful to work in a group, because you experience you are not the only one [with these problems]. When I heard the stories of other people in the group, I thought to myself: 'you just need to change the name and then the story is about me'.
Not being alone gives you more strength. The support of the group strengthened me and the others in the mindfulness training.
One participant mentioned that even though working in a group was acceptable, he did not feel like participants were all on the same wavelength. This feeling was increased after hearing about the personal struggles of some other participants. However, this did not keep him from taking part in the group process.
Positive effects of training
All participants reported positive effects and wanted to continue the mindfulness exercises after the training. Most participants reported general positive feelings and felt sorry it was over.
In general, I am happy I participated in the training. I would do it again immediately. It is too bad it had to end.
The meetings also helped with motivation to do the homework exercises. The majority of the participants mentioned serenity as a positive effect of the training.
The movement exercises were useful. Although you are active, they have a calming effect. I thought that was a strange effect in the beginning, as I have done handball and basketball and during these sports I felt even more excited afterwards. But these exercises create serenity, not only in your head, but also in your body.
I learned from the training to be calm. Serenity has a healing effect. It creates creativity, reduces stress, improves your health, and it helps you to handle difficult situations better. We all need this rest.
Another benefit reported by participants was the realization of how they coped and thought about situations in a suboptimal way. I am aware now that I can pull the breaks whenever I want, even though I am tempted to keep racing. Now I have more self-control. I have never experienced that before. I am more aware of my fatigue which led to the insight that I should take more moments of rest.
Several participants mentioned increased attention and linked it to decreased memory problems. One participant explained that before the training, he was constantly distracted by other things instead of being focused on what he was doing or what somebody was telling him. Because of this increased focus, he felt that his memory improved, or at least that there were fewer situations in which he forgot something. I have learned that when you handle situations with more awareness, it also enters your memory better. My greatest complaints were my memory complaints. Now I see that it was not technically my memory that was impaired, but that something went wrong in imprinting the memories.
Several participants worried less about their memory complaints, and linked this to a higher level of acceptance.
[Before the training] I wanted to remember and know everything, now I am better able to let this go. I accept that the way I function now is how I function. That's it. Not wanting more.
In this way, participants were also able to accept situations (in which there was stress or they forgot something) and themselves as they were, rather than as they wished they were. A higher level of acceptance resulted in more self-compassion for two participants as well.
Along the way it is getting easier to think: 'Ok, today I couldn't work on it, but I can do it tomorrow.' So, I got less demanding towards myself.
Other benefits from the training that were mentioned by several participants involved a different approach towards stressful situations. Most participants mentioned that they reacted to stressful situations differently after the training. I try to take more distance from the stressful event and do nothing about it for a while, so that when I do something about it, I am less irritated or agitated.
Difficulties
Participants mentioned several difficulties during the training. The majority of the participants reported problems planning their homework exercises.
It was a great challenge for me to fit the homework exercises in my daily pattern. I was astonished how busy my daily schedule actually is.
In addition to their busy schedules, many participants experienced inner pressure.
From the moment I get out of bed I feel like I have to do all these things, while no one is actually pushing me. It is only my own idea that I need to complete everything that day.
Some participants mentioned the role society has on this pressure to perform:
Stress is in our society, but definitely also in yourself and we all participate in it. Before you know it, you go and join the rat race with everybody else.
In addition to these difficulties, several participants mentioned physical impairments as an obstacle. For example, participants with a lumbar hernia, arthritis or a dislocated shoulder reported that it was difficult for them to participate in all the movement exercises. A number of participants also mentioned that lack of sleep (already present before the training) made it hard to concentrate during exercises because of fatigue.
Considerations
Several participants mentioned that the guided audio recordings were necessary for them to complete the mindfulness exercises.
I tried to do the body scan without the CD, but I fell asleep after five minutes. So, I really need the CD, otherwise I cannot finish the exercise.
Several participants mentioned that since the training ended, it was significantly harder to keep up with the exercises and that the training sessions were motivating. Half of the participants suggested that the training should be longer. Even though the intention is there, many participants realized it will be difficult to maintain their practice without the sessions.
Yes, I have the intention to not let it go. But now I think to myself: 'How often have I actually done these exercises [since the course ended]', and that is pretty disappointing.
One participant stated she would have liked to have a few more meetings to ask more questions or share experiences. A number of participants suggested that, for this reason, the time of the sessions could be extended. Another participant mentioned that sometimes she could not hear the trainer because of her hearing impairment, but she indicated that this was resolved during the training.
Discussion
The aim of this study was to determine the feasibility and acceptability of the 8-week MBSR program in middle-aged and older adults with cognitive complaints. The results suggest that the 8-week MBSR program is feasible and acceptable, with all participants reporting benefits of the study. In addition, participants showed reduced scores on depressive and stress symptoms, and an increase in quality of life and mindfulness.
No major adjustments seem necessary for this training to fit the needs of these middle-aged and older adults. Even though participants reported cognitive complaints, there were no indications that they were not able to process the information of the training. The difficulties that were mentioned in the interviews were not specific to the nature of their complaints but involved problems generally experienced by participants such as finding the time to practice. This indicates that there is no need to increase the length of the training. This is in line with a study that found no added benefit of a 12-week compared to an 8-week MBSR course for older adults (Lenze et al., 2014) .
Interestingly, few participants addressed their memory complaints in the interview. All participants had more concerns with daily stress and being overwhelmed. The training helped them with stress management, to become more aware, find serenity and learn when and how to take a break when a situation is overwhelming. Several participants reported increased acceptance and self-compassion. This is in line with other qualitative research in other populations, where similar themes have been reported (e.g. Hoffman et al., 2012) .
The self-reported quantitative data supported the qualitative data. They showed a decrease in depressive and stress symptoms and an increase in quality of life and mindfulness. However, only for the two subscales of non-judgment and non-reactivity were these changes significant. Even though this study cannot rule out non-specific effects associated with attention, general group support, hope or expectations, which may all have contributed to these improvements, there is a large body of evidence in other patient groups that report similar findings (Hempel et al., 2014) . Perhaps, symptoms of stress and depression were related to participants' cognitive complaints, and the relief of these symptoms helped improve their functioning. Future studies with larger samples are required to disentangle general effects from specific mechanisms.
No improvement in the subscales of MIA was found to indicate that subjective memory improved. There was a very slight improvement of the MSE, but it is unclear whether memory self-efficacy increased due to the training. A randomized controlled trial investigating the effects of a memory training on the MSE also did not find a change in memory self-efficacy (Valentijn et al., 2005) . However, unlike the current analysis, this report did observe changes in the subscales Change and Anxiety. Thus, measures of anxiety and depression appear to be sensitive to change after an intervention.
The proof of concept for the neuropsychological test battery showed that it was feasible to administer cognitive tests online. However, there are disadvantages to online testing. Without supervision, it is difficult to verify if the participant adheres to the instructions. Other factors such as the ability to use the mouse with accuracy could influence the test results and might have a steep learning curve. Moreover, without a normative dataset for online assessment, it is difficult to draw conclusions about their cognitive level (i.e. the scores cannot be compared to the regular normative set). Despite these disadvantages, online testing would be particularly helpful in the collection of follow-up data for large-scale studies: decreasing the burden for participants (e.g. no travel to a testing site) and research staff. Although all cognitive measures showed improvement (with a significant change only in verbal memory), it is likely that these are due to test-retest effects. Future research should control for the test-retest effects of online testing by including a control group. Perhaps, a pre-baseline test to familiarize participants with test procedures and to ensure that the change in scores is due to the intervention is required. Moreover, parallel versions of the tests should be used to attenuate retest effects (Goldberg, Harvey, Wesnes, Snyder, & Schneider, 2015) .
The results of the present study should be interpreted with care due to several limitations. The sample size of the study was small and therefore lacked power, had an increased risk of type 1 error due to multiple comparisons and did not have a control group. However, the focus of this study is on the qualitative results. Another limitation is that fidelity to the MBSR program was not confirmed by, for example, taping and reviewing the session. Future studies ideally should include a fidelity measure, in particular if it involves a large study with multiple trainers. In addition, future studies should take into account that one of the biggest obstacles in recruitment is the time investment for participants. This might induce a bias and should be controlled for. In spite of these limitations, the results of the present study are encouraging and may inform future research.
This study was a pilot study without a control group to assess acceptability and feasibility. The thematic analysis showed that participants reported benefits from the interventions and no adjustments for the training seem to be necessary for middle-aged and older adults with cognitive complaints. However, it might be worthwhile to investigate the use of booster sessions. The participants indicated a need for continuation of supervised practice, which could be addressed with extra follow-up sessions. Furthermore, future studies may consider a cost-effectiveness analysis of delivering MBSR to this demographic. The initial cost of the training might prevent service use because of an increase in wellbeing. The standard 8-week MBSR may be effective in targeting stress and depressive symptoms in older adults with cognitive complaints, improving quality of life and cognition, but this remains to be tested in a randomized controlled trial with an active control group.
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